Objectives: The CZEch Mental health Study (CZEMS) was launched to inform the ongoing mental health care reform. This paper describes rationale, methods, and the plan for the future analyses of this project.
| INTRODUCTION
Mental health care has long been neglected in the Czech Republic (Höschl, Winkler, & Pěč, 2012) . The Czech government is currently developing a reform that aims to modernize the care of patients affected with mental disorders. One of the main goals is to shift the locus of care from large psychiatric hospitals towards communities where currently existing network of outpatient psychiatrist should be complemented with newly established community mental health centres (Winkler, Mladá, et al., 2016; Pěč, 2018) . This is the process known as deinstitutionalization, which has been associated with better outcomes for people with severe mental illness (SMI) but is yet to be pursued in countries from Central and Eastern Europe (CEE; Knapp, Beecham, McDaid, Matosevic, & Smith, 2011; Kunitoh, 2013; Winkler, Barret, et al., 2016; Winkler et al., 2017) . In the Czech Republic, this process has only been recently launched, but a lack of reliable epidemiological data is an important obstacle.
The burden of mental disorders differs greatly across Europe. For example, the prevalence of major depressive disorder in adults varies between 2% and 8% in different European countries (Paykel, Brugha, & Fryers, 2005) . Similarly, estimates on the occurrence of anxiety disorders reach from 4% in Finland (Pirkola et al., 2005) to 15% in Germany (Jacobi et al., 2004) . The variance in the prevalence of common mental disorders (CMD) could not only be explained by methodological differences in individual studies. The heterogeneity of prevalence rates of mental disorders was also reflected in the critical appraisals of European epidemiological studies, where substantial differences were found for both CMD and SMI (Wittchen et al., 2011; Wittchen & Jacobi, 2005) . Evidence about mental disorders from countries in CEE is largely lacking. In the above-mentioned review of European epidemiological studies, there were only two conducted in CEE, one of them was an unpublished study from the Czech Republic performed in 2005, and the other one came from Hungary (Wittchen & Jacobi, 2005) . No study from CEE was added in the following review 6 years later (Wittchen et al., 2011) . A considerable lack of epidemiological studies was also found in a recent review of 25 years of development of mental health care for people with SMI in CEE (Winkler et al., 2017) .
It is estimated that CEE is the region with the highest level of disability and mortality rates due to mental disorders (Charlson et al., 2015; Whiteford et al., 2013) . A large gap between the number of affected persons and those that receive evidence-based treatment, down prioritization of their somatic care, and high rates of alcohol abuse and unhealthy life style habits may be the main reasons (Charlson et al., 2015; Whiteford et al., 2013) . Furthermore, long hospitalizations in large institutions and practically non-existent care in the community may hinder successful recovery from mental disorders (Höschl, Winkler, & Pěč, 2012) . Last but not least, the level of stigma seems to be high in the region, and this is likely to negatively influence not only mental health policy, funding, and service quality, but also help-seeking behaviour and early detection of people with mental disorders (Link, Struening, Rahav, Phelan, & Nuttbrock, 1997; Winkler et al., 2017) . 
| Sampling
Data for this study was collected from October 16 to November 20, 2017, by centrally trained staff using a face-to-face paper and pencil interviewing. A two-stage sampling method was employed to obtain a sample of Czech adults representative for age, gender, education, and region of residence. The persons eligible for the interview were chosen using a random-route procedure and a first-birthday method.
Specifically, in the first stage, a random sample of 850 voting districts was selected from all voting districts. Second, a random starting address was chosen in all of the selected voting districts.
From these starting addresses, the interviewers operated according to the following instructions: They had to stand with the right hand next to a house and had to find the fourth house on the way. If there were more apartments in the house, they had to choose a household from the fourth apartment when counting from the top of the house.
The interviewer asked the door-opening member of the household for a number of people living there and their age. In single-member households, a person who was at least 18 years old was eligible for interviewing. In households with more members, the person who was at least 18 years old and had their birthday closest to the date of the interviewer's visit was chosen for the interview. If nobody opened the door or if the eligible person from a multi-member household was not at home, the interviewer would come back, twice at most, in order to reach the household member. All participants provided an oral informed consent. They have been informed about the purpose of the study and the storage and use of the data, and their data were anonymized. This study was approved by the Ethics Committee of the National Institute of Mental Health, Czech Republic.
| Measurements

| Characteristics of participants and their attitudes towards mental health problems
A complete list of questions concerning multiple characteristics of the participants is provided in Table S1 . The questionnaire was selfdeveloped; following sociodemographic information was gathered:
gender, age, size of residence, the highest obtained education, occupation, marital status, and number of children. The respondent's current and past health status was assessed through a battery of questions. Moreover, information about health behaviour concerning the use of tobacco, alcohol, drugs, and physical activity as well as social contacts and serious life events during the five past years was collected. Questions on help-seeking behaviour, examining attitudes towards mental health professionals, and experience with mental health services, which are presented in Table S2 , were complemented with the item on social distance towards people with different types of mental disorders, such as schizophrenia, depression, dementia, and others.
| Mini-International Neuropsychiatric Interview
The fifth version of Mini-International Neuropsychiatric Interview (MINI) was used for detection of mental disorders. MINI is a brief, fully structured interview for the assessment of major psychiatric disorders included in the fourth edition of the Diagnostic and Statistical Manual of Mental Disorders and the 10th version of the International Classification of Diseases (Sheehan et al., 1998) . It allows administration by trained nonspecialized interviewers (Sheehan et al., 1998) and has been used in numerous previous population-based studies (Faravelli et al., 2004; Kadri et al., 2010; Leray et al., 2011 was modified. Because the administrators were not trained to assess whether the respondents' answers are bizarre, the answers to questions L1 to L5 were written down and then separately examined by five experts to assess whether they are bizarre or not. Inconsistencies in ratings were solved through discussion.
| The Psychosis Screening Questionnaire
As an addition to the psychotic disorders module contained in MINI, the Psychosis Screening Questionnaire was used to assess psychotic symptoms (Bebbington & Nayani, 1995) . The Psychosis Screening Questionnaire consists of 17 items that are categorized into five sections related to hypomania, thought insertion, paranoia, strange experiences, and hallucinations. In the original version, the reference period for reporting psychotic symptoms was 12 months before conducting the interview. In this study, the reference period was changed to "ever in life," thus examining the lifetime occurrence of psychotic symptoms.
| Self-identification as Mentally Ill
The Self-identification as Mentally Ill scale was administered to measure self-identification with a group of persons with a mental illness (Stolzenburg et al., 2017) . This scale was developed by Schomerus et al. and originally termed "Mental Health Problem Appraisal Scale" (Schomerus et al., 2012) . It consists of five items, rated on a 5-point Likert scale spanning from 1 (don't agree at all) to 5 (agree completely), with higher scores reflecting a higher extent of self-identification. The results in the original paper indicate that the scale possesses good internal consistency (Cronbach's α = 0.84; Stolzenburg et al., 2017) .
In our study, the Cronbach's α for this scale was 0.86, indicating good internal consistency as well.
| The World Health Organization Disability Assessment Schedule
The World Health Organization Disability Assessment Schedule (WHODAS) was used to assess disability. WHODAS captures the level of a person's functioning in the following domains: cognition, mobility, self-care, getting along, life activities, and participation. For all domains, WHODAS 2.0 provides a profile and summary measure of functioning and disability. It is an etiologically neutral instrument, meaning it allows to assess functioning independently from specific diseases. In the present study, a 12-item version was used, which was suggested to explain 81% of the variance of the full 36-item version (Üstün, 2010 ).
| Fieldwork
In total, 279 persons were employed for the data collection. They had at least 2 years of experience working as interviewers for the agency that performed the fieldwork. The age of interviewers was distributed equally over all age categories. Interviewers and supervisors for each region were centrally trained in two phases and acquainted with the aim of research, ethical issues, instructions to participants, the structure of the questionnaire, and measurement tools. Support materials for interviewers following the guidelines of European Society for Opinion and Marketing Research were provided (Bowers, 1998) . As a part of training, 72 pilot interviews were performed, lasting on average 50 min (the shortest interview was 30 min and the longest 105 min long). The comments on interviewers were incorporated into the questionnaire, if appropriate.
| Quality control
The quality of each interviewer's work was controlled in four steps:
The regional supervisor was present during certain parts of the interviews and visual control of completed questionnaire was conducted after it's delivery. The Data Entry SPSS software with control of logical links was used for converting data from paper form into dataset. The entry of data was done independently by two workers, and additional control was performed by supervisors. Finally, the performance of the interviews was checked retrospectively in 1,488 participants via e-mail, mail, phone, or by the regional supervisor.
| Statistical methods
We present descriptive data as mean ± standard deviation (SD) or n (%), where appropriate. To compare characteristics of the sample with data from the general population acquired from the Czech Statistical Office, chi-square goodness of fit test was used to assess if data are consistent with a specified distribution.
| RESULTS
| Response rate
In total, 5,531 households were initially contacted; however, nobody was reached at home in 1,112 households (20%), thus 4,419 visits took place. From them, 756 (17%) households decided not to participate in the survey, 280 (6%) target participants refused to be interviewed, and 38 (1%) were not found. In addition, 39 (1%) respondents aborted the interview, which resulted in 3,306 completed interviews (response rate 75%). Flowchart is presented on 
| Respondent characteristics
The final sample (mean age 48.8 ± SD 17.2) consisted of 1,774 women (54%) and 1,532 men (46%, Table 1 ). Eleven percent of the sample completed university education, 58% had paid work, and 21% lived in communities with more than 100,000 inhabitants. Sixty percent of the sample were married or cohabiting. Compared with the general population of the Czech Republic, there were no statistically significant differences related to the distribution of age, gender, and education (Table 2) .
| DISCUSSION
CZEMS is a representative survey of mental disorders in the Czech
Republic, a country situated in the region of CEE, where a reform of mental health care has just been launched. This study will provide detailed epidemiological data along with information about the patients' experience with mental health services, on which new policies for the development of mental health care in the Czech Republic can be built and evaluated. Results of the study will be vrelevant for other countries in CEE that share similarities in history, health behaviour, and system of mental health care. Details about the study methods could be adapted by other investigators in CEE to conduct a similar survey in their own settings.
The analyses will focus on the main project objectives. First, the prevalence of mental disorders and their comorbid combination will be assessed. The primary comorbid combination of interest will be alcohol abuse or dependence with CMD and SMI, owing to the frequent heavy alcohol consumption in the Czech Republic (Popova, Rehm, Patra, & Zatonski, 2007) . Since an unpublished survey using the same methodology as in CZEMS was conducted in 2005, we will be able to estimate a possible change in the occurrence of mental disorders in the Czech Republic over the past 12 years. The second main goal of CZEMS is to assess the treatment gap and explore factors associated with it. Third, we aim to understand the level of disability associated with mental disorders, and we will analyse how behavioural risk factors, somatic comorbidities, sociodemographic, and family characteristics modify the burden of mental disorders, help seeking, and the intensity of service used by persons with different disability levels. Fourth, we aim to look at the association between attitudes towards mental health problems and help-seeking behaviour.
This study has several strengths. The sample is representative to the population of the Czech Republic with respect to age, gender, and education. Rigorous sampling and quality control was adopted to optimize the quality of the data. Interviewers were trained in order to maximize participation and increase the likelihood that respondents would share personal information with them. The study used several previously validated and well accepted measurement tools. MINI is a widely used instrument for the detection of mental disorders and has been shown to have good validity and reliability Sheehan et al., 1997) . Uniquely for a country in CEE, the administration of the Self-identification as Mentally Ill scale and WHODAS within this study will enable us to explore whether self-identification as a Several limitations of this study need to be mentioned. Data in CZEMS is self-reported and is a subject to potential misclassification (Althubaiti, 2016) . Furthermore, information about lifetime mental health conditions was collected retrospectively and is affected by recall bias, which may lead to underestimation of the lifetime prevalence of mental disorders (Moffitt et al., 2010; Wells & Horwood, 2004) . As previously reported (de Graaf, Ten Have, & van Dorsselaer, 2010; Kessler & Üstün, 2004) , non-participants in studies differed from the respondents in several sociodemographic characteristics. In a Dutch survey NEMESIS (Bijl, Van Zessen, Ravelli, De Rijk, & Langendoen, 1998) , the non-participants were suggested to have a higher rate of mental disorders than respondents, whereas there was no such a difference in another study from the United States .
Characteristics of nonrespondents in the present study are not known.
If there was a higher rate of mental disorders in individuals that refused to participate in the study, were not found at home or did not complete the initiated interview, the prevalence of mental 
